The morphological changes seen in benign caecal ulceration closely resemble those of peptic ulceration, with ulcers ranging in size from 5-50 mm. They are generally well demarcated from normal tissue and are usually found on the antimesenteric border. Most are solitary but multiple ulcers are described. Microscopically the ulcer bases show fibrotic, necrotic granulation tissue with underlying inflammatory cells. Fibrin thrombi are often noted". The aetiology in the present case is obscure, but may be analogous to the 'stress ulceration' of the duodenum seen in seriously ill patients in the intensive care unit.
While benign caecal ulceration is a rare condition, this case demonstrates that caecal ulcers may produce severe life threatening gastrointestinal haemorrhage. The urgent investigation of such patients, with arteriography if indicated, will enable the correct diagnosis to be made and will allow the surgeon to plan his intervention appropriately. Benign caecal ulceration, first described by Cruveilhier in 1832, is an uncommon entity. Approximately 140 cases have been recorded in the literature since then, but its aetiology, natural history, and incidence are unknown', The usual modes of presentation are pain in the right iliac fossa, chronic bleeding or perforation/.
Case report
A 54-year-old man with a past history of duodenal ulcer treated by Bilroth ITgastrectomy presented with acute small bowel obstruction. At laparotomy a pith bolus obstruction was found in the distal ileum. This was successfully milked into the caecum without enterotomy. In the immediate postoperative period he developed severe respiratory distress syndrome, due to preoperative aspiration of vomit. He was ventilated for 10 days. On the 12th postoperative day he developed massive rectal bleeding, become profoundly shocked and required transfusion of 7 litres of blood and colloid solution. Emergency oesophagogastroduodenoscopy was negative. Flexible sigmoidoscopy showed fresh blood coming from beyond the limit of examination. Visceral angiography demonstrated contrast medium accumulating in the ascending colon. The source of bleeding was not identified at laparotomy. A right hemicolectomy was performed, which controlled the bleeding. Examination of the resected specimen revealed two ulcers in the caecum, the larger measuring 22 X 10 mm, An artery was visible in the base of one ulcer. Saline injected into the ileocolic artery spurted from this vessel. Histological examination revealed the appearances of non specific ulceration with vascular erosion as described by Cruveilhier2.
Discussion
The management of acute lower gastrointestinal haemorrhage is well established'', The identification of massive colonic haemorrhage is important because these patients have a high rate of recurrent bleeding, and a high mortality. questioned. In addition, two distinct aetiologieal subgroups are proposed that merit investigation according to their age of presentation.
Case report
A 4-year-Qldboy with 18 months of abdominal distention and. a mass is presented. Examination identified a ballotable mass arising from beneath the costal margin, extending across the midline and into the pelvis (Figure 1) . Laboratory tests including urinary hydatid were normal. The soft tissue mass ( Figure 2) had produced contralateral displacement of his left kidney. Ultrasound confirmed a cyst thought initially to be of adrenal origin. At laparotomy a 25 em left renal cyst was drained of clear fluid and saucerized. 
